A cervical hernia of the lung of probable congenital etiology is reported in the daughter of a woman with a diaphragmatic hernia of Morgagni. Both of these hernias resuft from defects in tissues derived from the cervical mesenchyme. The coexistence of these unusual hernias in mother and daughter raises the possibility of a hereditary deficiency of the cervical mesenchyme as an etiologic factor in both of these hernias.
A cervical hernia of the lung of probable congenital etiology is reported in the daughter of a woman with a diaphragmatic hernia of Morgagni. Both of these hernias resuft from defects in tissues derived from the cervical mesenchyme. The coexistence of these unusual hernias in mother and daughter raises the possibility of a hereditary deficiency of the cervical mesenchyme as an etiologic factor in both of these hernias.
Cervi cal hernia of the lung and diaphragmatic hernia through the foramen of Morgagni are uncommon entities. Both of these hernias occur as the result of defects in the enclosing structures of the thoracic cavity. Although the respective sites of herniation are anatomically separate in the adult, the tissues involved have a common embryologic origin in the cervical mesenchyme.
Herein described is the first reported occun ence of a congenital cervical lung hernia in the daughter of a woman with a hernia of Morgagni. The possibility of a common hereditary etiology is discussed.
CASE REPORTS
C .sx I The patient is a 37-year-old woman who sought medical attention because of a sensation of retrostemal pressure which had persisted for four weeks. Chest roentgenogram revealed a soft tissue density in the right cardiophrenic angle (Fig 1) . No previonschestroentgenogramwas available.The patient was otherwise asymptomatic. Her past medical history was unremarkable and there was no knowii family history of congenital hernia except for her daughter. No abnormal findings were noted on physicalexamination.
The preoperative evaluation, including barium enemaand upper gastrointestinal series, was within normal limits. Exploratory thoracotomy was elected for diagnosis and therapy. At operation, a hernia sac was noted to be protruding through a defect in the right anterior hemidiaphragm. This hernia contained only extraperitoneal fat and was easily reducible. The sac was excised and the defect was closed with nonabsorbable Sutures. The postoperative convalescence was uncomplicated.
C ..SE 2
The patient is a 14-year-oldgirl who presented for evaluation of an intermittent right supraclavicular mass. This mass, noted by her parentssinceshewas eight yean old, was presentonly with crying or severe straining. It caused no symptoms and had remained stable in size over the past five years.
The patient was the product of normal pregnancy and delivery and had no past history of trauma or respiratory disease. Physical examination revealed a soft discoid right supraclavicular mass appearing only upon severe straining against a closed glottis. A barium swallow was normal and the diagnosis of cervical lung hernia was confirmed on the lateral neck roentgenograrn (Fig 2) . The presence of bilateral cervical ribs was also noted (Fig 3) . No treatment was recommended; subsequently, the patient has remained free of symptoms.
DISCUSSION

Morgagni Hernia
A Approximately 20 percent of all lung hernias are congenital -' and most of these present in the cervical region.'' Most lung hernias encountered in the pediatric age group are congenital in origin." Hochsitiger" has suggested that only those hernias occurring in the first few weeks of life should be considered congenital; however, many early acquired hernias probably involve cmlgenital weaknesses of the thoracic enclosure. The coexistence of bilateral cervical ribs in the patient presented also favors a congenital etiology.
The cervical excursion of the dome of the pleura is normally limited hv Sibson's fascia. An inherent defect or weakness in this fascia permits the apex of the lung to protrude into the cervical region during times of inti-eased intrathoracic pressure. This herniation usually nc-curs between the anterior scalene and sternocleidomastoid muscles.' Clinically, the hernia presents as a soft, smooth, rounded mass in the supraclavicular region, increasing in size during a Valsalva maneuver and diminishing in size during quiet respiration. The diagnosis is established by lateral or oblique roentgenograms of the neck during a Valsalva maneuver (Fig 2) . Hernias of the lung rarely heal spontaneously; however, strangulation is uncommoti because of the compressibility of pulmonary tissue. l3ronsther et al,' feel that no treatment is required for most children with lung herniations inless there is a progressive increase in size, a history of incarceration, respiratory distress or a severe cosmetic problem.
The only definitive treatment for lung hernia is surgery. A variety of methods have been employed including reduction and packing with gauze) utilization of fascia lata strips,' Tantalum," or Marlex mesh" and plastic repair with flaps of periosteum, ribs and muscle.
These procedures have, in general, been quite successful. Embryology Both Sibson's fascia and the anterior muscle fil,ers of the diaphragm have their origin in the third, fourth and fifth segments of cervical mesenchyme betsveen the fifth and seventh weeks of embryonic development." '#{176} The coexistence of these relatively rare hernias in mother and daughter respectively raises the possibility of a hereditary deficiency in the development of the cervical mesenchvme as a common causative factor in the hernias under discussion. A case of classic hemophilia requiring pulmonary resection is presented as the first known to be recorded in the world literature.
n classic hemophilia, bleeding results from a deficiency of factor VIII, the antihemophitic factor (Al-IF). ascular itljurv initiates the hemostatic mechanism by a combination of vascular contraction, platelet aggregation, and fibrin formation. in the presence 0f factor VIII deficiency, insufficient prothrombinase (intrinsic thromhoplastin) production results, leading to decreased thrombin generation and inadequate fibrin formation. With the development of superior techniques of plasma protein fractionation, we now have available both human and animal fractions which are rich in factor VIII activity and effective in controlling hemophilic bleeding.
A wide variety of surgical procedures' have been carried out in the hemophiliac. Groom and Hutchin have reported successful thoracotomy with decortication for intrapleural hematoma. A review of the literature, however, has failed to reveal a previous case which was sublected to pulmonary resection.
CASE REPORT
A 42-year-old white manwas admitted to Sinai Hospital of Detroit on N,,vemher 7, 1968. complaining On the fourth hospital hernoptysis was noted tim increase. Hemoglobin and Ilematocrit had dropped to 7.0 gin and 22 percent respectively. Repeat chest film (Fig 2) rn,w demonstrated near complete filling of the binilous cyst Occupying the left upper lobe with fluid, presumed to he blood and apparent aspiration changes in the left lower lobe.
Because of the continited bleeding and the potential hazards of infection and aspiration with obvious comoilmnications between the hnmllacand the tracheobronchial tree, it was elected to prepare the patient for surgery. I-fe received three units of whole blood to restore his hemoglobin to 12 gm. The factorVIII deficiencywas corrected with glycine precipated AHF utilizing the dosage calculations suggested by Shulnian et al,5 based on an estimated plasma volunie, to restoreAHF levels to 80 percent of normal. The dosages were initially calculated for a presumed half-life of four hours to compensate for continued bleeding and consumption of coagulation factors. Vhen evidence of active bleeding had cea I, a half-
